Introduction {#H1-1-ZOI180193}
============

The introduction of value-based payment has resulted in profound changes in the delivery of health care in the United States,^[@zoi180193r1]^ including the development of quality reporting programs and patient-centered quality measures.^[@zoi180193r2]^ Postacute care has been the focus of recent value-based payment initiatives for several reasons. Medicare fee-for-service spending for postacute care has doubled since 2001 and totaled \$60 billion in 2016.^[@zoi180193r3]^ Discharge to postacute care services has increased nearly 50% during the past 15 years, and 42% of Medicare beneficiaries are now discharged from acute care hospitals to postacute care.^[@zoi180193r2],[@zoi180193r4]^ A report by the National Academy of Sciences found that postacute care services are responsible for the largest geographic variation in Medicare costs when compared with acute care and outpatient services.^[@zoi180193r5]^ Thus, postacute care services represent an important opportunity to improve quality and reduce costs.^[@zoi180193r5],[@zoi180193r6]^

Substantial research has been conducted examining the role of facility characteristics and geographic location on variation in patient outcomes and health care costs.^[@zoi180193r7],[@zoi180193r8],[@zoi180193r9]^ Most of this research has focused on acute care hospitals and outpatient services. Less research has focused on postacute care, in particular for inpatient rehabilitation facilities.

Inpatient rehabilitation facilities provide comprehensive and intensive postacute medical and rehabilitative services.^[@zoi180193r4]^ The goal is to prepare individuals for the most independent living setting possible by facilitating recovery, addressing adaptive equipment needs, and educating patients and their caregivers. Ideally, these additional services allow the individual to discharge back to the community, rather than remain in institutional care.^[@zoi180193r4]^

Successful community discharge is one of the standardized outcome measures specified by the Improving Medicare Post--Acute Care Transformation (IMPACT) Act of 2014 and will be publicly reported for inpatient rehabilitation facilities beginning in 2018.^[@zoi180193r10],[@zoi180193r11]^ Successful discharge to the community after inpatient rehabilitation is important to the full spectrum of stakeholders, from patients to policy makers. A first step toward improving community discharge rates is to better understand variations in performance, because variation suggests room for improvement. The purpose of our study was to examine facility-level and geographic variation in rates of successful community discharge after inpatient rehabilitation. Findings will help guide the next steps in care improvement initiatives targeting successful community discharge and reducing the cost of institutional care.

Methods {#H1-2-ZOI180193}
=======

Data Sources {#H2-1-ZOI180193}
------------

Analyses and reporting for this study were conducted following the Strengthening the Reporting of Observational Studies in Epidemiology ([STROBE](http://www.equator-network.org/reporting-guidelines/strobe/)) reporting guideline for cohort studies.^[@zoi180193r12]^ We used the following 100% national Medicare files: Medicare Provider Analysis and Review (MedPAR), Inpatient Rehabilitation Facility--Patient Assessment Instrument (IRF-PAI), Beneficiary Summary, and Provider of Service. The MedPAR files contain finalized claims for stays in acute care hospitals, inpatient rehabilitation facilities, psychiatric hospitals, and skilled nursing facilities. We used these files to gather information on patients' prior hospitalizations, verify inpatient rehabilitation stays (ie, matching admission and discharge dates in IRF-PAI ± 1 day), and identify rehospitalizations within the 31-day window after inpatient rehabilitation discharge. The IRF-PAI files were used to extract information on patients' inpatient rehabilitation stay, including their initial discharge destination. Beneficiary Summary files were used to gather sociodemographic and Medicare enrollment information and to identify patients who died within the 31-day window after inpatient rehabilitation. Files were linked using unique, encrypted patient identifiers. All analyses were completed after establishing a data use agreement with the Centers for Medicare & Medicaid Services (CMS) and obtaining approval from the institutional review board of The University of Texas Medical Branch, Galveston, which waived the need for informed consent for use of deidentified data from publicly available files.

Patient Population {#H2-2-ZOI180193}
------------------

The final cohort included 487 862 Medicare fee-for-service beneficiaries discharged from inpatient rehabilitation from December 31, 2013, through October 1, 2015 ([Figure 1](#zoi180193f1){ref-type="fig"}). We identified our cohort using the exclusion criteria for the Discharge to Community---Post--Acute Care Inpatient Rehabilitation Facility Quality Reporting Program (Community Discharge IRF-QRP) measure.^[@zoi180193r13]^ Individuals younger than 18 years and with no acute care stay during the 30 days before inpatient rehabilitation admission were excluded. We also excluded those discharged from inpatient rehabilitation to psychiatric hospitals, disaster alternative care sites, federal hospitals, and court or law enforcement, as well as patients who discharged against medical advice or to hospice. The risk adjustors and outcome for the Community Discharge IRF-QRP measure require a 1-year look back before inpatient rehabilitation and a 31-day observation period after discharge. Therefore, patients were excluded if they were not continuously enrolled in Medicare fee-for-service during that time. We also excluded patients whose prior hospitalization was for nonsurgical treatment of cancer, those transferred to another inpatient rehabilitation facility or with a planned discharge to a short- or long-term care hospital, patients receiving care outside of the United States or US territory, patients who exhausted their Medicare Part A benefits during their inpatient rehabilitation stay, and patients with missing inpatient rehabilitation case-mix group (CMG) information.^[@zoi180193r13]^

![Cohort Selection\
The study period refers to the 12 months before inpatient rehabilitation through 31 days after discharge for each stay. CMG indicates case-mix group.](jamanetwopen-1-e184332-g001){#zoi180193f1}

Outcome {#H2-3-ZOI180193}
-------

The outcome was successful community discharge as defined for the Community Discharge IRF-QRP measure.^[@zoi180193r13]^ The intent of CMS's new quality outcome measure is to capture successful discharges to the community. To be considered a successful community discharge, patients must discharge from the inpatient rehabilitation facility to the community (ie, home or self-care) and remain there without experiencing an unplanned rehospitalization or dying within the next 31 days.^[@zoi180193r13]^ We used the discharge destination codes specified for the quality measure to identify community discharges, and then reviewed hospital claims and beneficiary death dates to determine success.

Statistical Analysis {#H2-4-ZOI180193}
--------------------

Data were analyzed from December 8, 2017, through September 11, 2018. We calculated risk-standardized rates of successful community discharge for all inpatient rehabilitation facilities submitting claims to CMS. Risk-standardized rates are used for quality reporting and are the ratio of a facility's predicted number of successful community discharges to their expected number, multiplied by the mean rate across all facilities. We used hierarchical logistic regression to calculate the facilities' predicted and expected numbers of community discharges, where the predicted number included the random intercept and the expected number did not. We replicated as closely as possible the risk adjustors specified for the Community Discharge IRF-QRP measure,^[@zoi180193r13]^ which included patients' age and sex groups, original reason for Medicare entitlement (ie, age, end-stage renal disease, or disability), number of acute care stays during the previous year (count), primary diagnosis and/or surgical category from the prior acute stay, receipt of dialysis during the prior acute stay (yes/no), length of prior acute stay (in days \[categorical\]) or prior stay in a psychiatric hospital, comorbidities, and inpatient rehabilitation CMG. Inpatient rehabilitation CMGs are used by CMS to determine payment under the inpatient rehabilitation prospective payment system. The CMGs are based on patients' impairment category (eg, stroke, lower extremity fracture), functional status (ie, motor and cognition), age, and comorbidity tier.^[@zoi180193r14]^ Primary diagnoses and surgical procedures (*International Classification of Diseases, Ninth Revision* \[*ICD-9*\] codes) from patients' prior acute care stays were categorized into the Clinical Classifications Software groups developed by the Agency for Healthcare Research and Quality. We categorized comorbidities into the Hierarchical Condition Categories used by CMS. The Hierarchical Condition Categories were identified by reviewing secondary diagnoses (*ICD-9* codes) from the most recent hospitalization or all hospitalizations during the prior year based on CMS specifications.^[@zoi180193r15]^ The Clinical Classifications Software groupings and Hierarchical Condition Categories are the classification approaches used for primary hospital diagnoses and comorbidities in risk adjustment for the Community Discharge IRF-QRP measure.^[@zoi180193r13]^

We used bootstrapping to calculate 95% CI estimates for facility-level risk-standardized rates.^[@zoi180193r13]^ These CIs were used to identify inpatient rehabilitation facilities performing significantly better and significantly worse than the mean national rate. To describe facilities performing significantly better and worse than the mean national rate, we examined the following characteristics: size (bed count), ownership (government, nonprofit, or for-profit), teaching status (teaching or nonteaching), and location (urban or rural). Facility characteristics were extracted from CMS Provider of Service files.^[@zoi180193r16]^ We also examined facility-level mean motor and cognitive functional scores at discharge. The risk-standardized rates used to identify facilities performing significantly better and worse than the mean on the community discharge quality measure are adjusted for patients' CMG, which includes admission functional status. Examining discharge scores provides insight into functional outcomes among facilities with higher and lower risk-adjusted successful community discharge rates. Functional status data were extracted from IRF-PAI files, which include items from the Functional Independence Measure.^[@zoi180193r17]^ These items are rated on a 7-point scale, with higher scores indicating greater functional independence. Motor subscale scores were calculated from 13 items related to self-care, sphincter control, mobility, and locomotion. Cognition subscale scores were calculated from 5 items related to comprehension, expression, social interaction, and memory. We categorized motor and cognition scores into quartiles and examined distributions across the score quartiles of inpatient rehabilitation facilities performing significantly better and worse than the mean national rate on the successful community discharge quality measure.

To examine geographic variation, we calculated risk-standardized state rates of successful community discharge after inpatient rehabilitation. We used the same risk adjustors that were included in the facility-level risk standardized rates. We used bootstrapping to calculate 95% CI estimates for the risk-standardized state rates. All analyses were performed using SAS (version 9.4; SAS Institute Inc) and SPSS (version 24; IBM Corporation) software. *P* \< .05 indicated significance using a 2-tailed test.

Results {#H1-3-ZOI180193}
=======

The mean (SD) age of this cohort of 487 862 Medicare beneficiaries was 76.4 (10.8) years; 277 129 (56.9%) were women and 210 733 (43.2%) were men. The overall rate of successful community discharge after inpatient rehabilitation was 63.7% (95% CI, 63.6%-63.8%). The hierarchical logistic regression model estimating successful community discharge is presented in eTable 1 in the [Supplement](#note-ZOI180193-1-s){ref-type="supplementary-material"}. Risk-standardized rates ranged from 42.9% to 83.6% across the 1154 inpatient rehabilitation facilities submitting claims to CMS during the study period ([Figure 2](#zoi180193f2){ref-type="fig"}). Two hundred sixteen facilities (18.7%) performed significantly better than the mean national rate and 203 (17.6%) performed significantly worse (*P* \< .05). Characteristics of the facilities performing significantly better and worse than the mean national rate are presented in the [Table](#zoi180193t1){ref-type="table"}. Although distributions across characteristics differed between facilities performing significantly better and worse than the mean national rate, consistencies in patterns were observed. Among both performance groups, the largest percentage had bed counts less than 200 (117 of 216 \[54.2%\] and 79 of 203 \[38.9%\]), and most were in an urban location (189 of 216 \[87.5%\] and 185 of 203 \[91.1%\]). Differences were observed in ownership and teaching status. Most facilities performing worse than the mean national rate were nonprofit (128 of 203 \[63.1%\]), and most facilities performing better than the mean national rate were nonteaching (151 of 216 \[69.9%\]).

![Risk-Standardized Rates (RSRs) of Successful Community Discharge After Inpatient Rehabilitation\
Rates are shown for the 1154 inpatient rehabilitation facilities submitting claims to the Centers for Medicare & Medicaid Services during the study period. Facilities are shown in rank order, with a dot representing their RSR of community discharge and a corresponding vertical line representing the 95% CI for the rate. Two hundred sixteen inpatient rehabilitation facilities (18.7%) had 95% CIs entirely above the overall mean rate; 419 facilities (63.7%), 95% CIs that contain the mean rate; and 203 facilities (17.6%), 95% CIs entirely below the mean rate. IRF indicates inpatient rehabilitation facility.](jamanetwopen-1-e184332-g002){#zoi180193f2}

###### Characteristics of High- and Low-Performing Inpatient Rehabilitation Facilities on the Successful Community Discharge Quality Measure

  Facility Characteristic                                                    Performance of Facilities, No. (%)[^a^](#zoi180193t1n1){ref-type="table-fn"}   
  -------------------------------------------------------------------------- ------------------------------------------------------------------------------ ------------
  Facility total bed count                                                                                                                                  
  0-200                                                                      117 (54.2)                                                                     79 (38.9)
  201-350                                                                    36 (16.7)                                                                      46 (22.7)
  351-500                                                                    19 (8.8)                                                                       39 (19.2)
  \>500                                                                      41 (19.0)                                                                      39 (19.2)
  Ownership                                                                                                                                                 
  Government                                                                 23 (10.6)                                                                      26 (12.8)
  Not-for-profit                                                             96 (44.4)                                                                      128 (63.1)
  Profit                                                                     94 (43.5)                                                                      49 (24.1)
  Teaching status                                                                                                                                           
  Nonteaching                                                                151 (69.9)                                                                     104 (51.2)
  Teaching                                                                   62 (28.7)                                                                      99 (48.8)
  Location                                                                                                                                                  
  Rural                                                                      24 (11.1)                                                                      18 (8.9)
  Urban                                                                      189 (87.5)                                                                     185 (91.1)
  Mean discharge Motor score[^c^](#zoi180193t1n3){ref-type="table-fn"}                                                                                      
  Quartile 1 (18.0-58.3)                                                     33 (15.3)                                                                      68 (33.5)
  Quartile 2 (58.4-61.0)                                                     54 (25.0)                                                                      65 (32.0)
  Quartile 3 (61.1-63.9)                                                     52 (24.1)                                                                      46 (22.7)
  Quartile 4 (64.0-74.3)                                                     77 (35.6)                                                                      24 (11.8)
  Mean discharge Cognitive score[^d^](#zoi180193t1n4){ref-type="table-fn"}                                                                                  
  Quartile 1 (10.0-26.5)                                                     42 (19.4)                                                                      55 (27.1)
  Quartile 2 (26.6-27.6)                                                     54 (25.0)                                                                      46 (22.7)
  Quartile 3 (27.7-28.8)                                                     68 (31.5)                                                                      57 (28.1)
  Quartile 4 (28.9-33.8)                                                     52 (24.1)                                                                      45 (22.2)

Performance refers to inpatient rehabilitation facilities performing significantly better (high) and significantly worse (low) than the mean national rate on the successful community discharge quality measure, respectively.

Facility characteristic data were missing from Centers for Medicare & Medicaid Services Provider of Service files for 3 inpatient rehabilitation facilities (n = 213). Discharge functional data are complete.

Measured using the Motor subscale of the Functional Independence Measure. Scores range from 0 to 91 points, with higher scores indicating better motor functional independence.

Measured using the Cognition subscale of the Functional Independence Measure. Scores range from 0 to 35 points, with higher scores indicating better cognitive independence.

Differences in motor functional outcomes were also observed. Seventy-seven facilities (35.6%) performing significantly better than the mean national rate on the successful community discharge quality measure had mean motor discharge scores in the top quartile compared with only 24 (11.8%) performing significantly worse than the mean national rate. The distribution across cognition score quartiles was fairly similar between facilities performing significantly better and worse than the mean national rate on the successful community discharge quality measure. The largest difference was observed in the lowest cognition score quartile. Fifty-five of 203 facilities (27.1%) performing significantly worse than the mean national rate on the successful community discharge quality measure had mean discharge cognition scores in the lowest quartile compared with 42 of 216 facilities (19.4%) performing significantly better than the mean national rate.

Risk-standardized state rates of successful community discharge after inpatient rehabilitation ranged from 55.9% to 73.3% ([Figure 3](#zoi180193f3){ref-type="fig"}). Rates were lowest in the Northeast (Massachusetts, 55.9%; New Hampshire, 57.0%) and Midwest (Nebraska, 58.9%; Illinois, 59.3%; North Dakota, 59.3%) and highest in the West (Oregon, 70.3%; Hawaii, 73.3%) and in the Southeast (South Carolina, 68.1%; Alabama, 67.3%). Risk-standardized state rates and corresponding 95% CIs are presented in eTable 2 in the [Supplement](#note-ZOI180193-1-s){ref-type="supplementary-material"}.

![Risk-Standardized State Rates of Successful Community Discharge After Inpatient Rehabilitation\
States are color coded by performance quartile of successful community discharge rate.](jamanetwopen-1-e184332-g003){#zoi180193f3}

Discussion {#H1-4-ZOI180193}
==========

Returning to and remaining in the community after an illness or injury is an important patient-centered outcome reflecting the quality of postacute care.^[@zoi180193r4],[@zoi180193r13],[@zoi180193r18]^ Variation has been observed in rates of discharge to the community based on the initial destination after inpatient rehabilitation^[@zoi180193r13],[@zoi180193r19]^ and in rates of community discharge without rehospitalization during 30 days.^[@zoi180193r4]^ However, a better understanding of variation in successful community discharges, as defined by the new quality metric, is needed. In this national cohort of Medicare fee-for-service beneficiaries, rates of successful community discharge after inpatient rehabilitation varied across facilities and geographic regions. The observed variation suggests that we may be able to improve quality and reduce costs of inpatient postacute care.^[@zoi180193r20]^

Approximately 75% of patients are initially discharged to the community after inpatient rehabilitation.^[@zoi180193r4],[@zoi180193r21]^ Reported rates range from 68% to 70% for patients with hip fracture,^[@zoi180193r22],[@zoi180193r23],[@zoi180193r24]^ 70% to 76% for patients with stroke,^[@zoi180193r19],[@zoi180193r25],[@zoi180193r26],[@zoi180193r27],[@zoi180193r28]^ 72% for patients with traumatic spinal cord injury,^[@zoi180193r29]^ 74.2% for patients with traumatic brain injury,^[@zoi180193r30]^ and 91.9% for patients with lower-extremity joint replacement.^[@zoi180193r31]^ These rates reflect patients' planned discharge destination and do not capture whether the individual is able to remain in the community.^[@zoi180193r19],[@zoi180193r21],[@zoi180193r22],[@zoi180193r23],[@zoi180193r24],[@zoi180193r25],[@zoi180193r26],[@zoi180193r27],[@zoi180193r28],[@zoi180193r29],[@zoi180193r30],[@zoi180193r31]^ Leland et al^[@zoi180193r32]^ examined successful community discharges in a cohort of patients with hip fracture. They defined success as discharging from postacute care (inpatient rehabilitation or skilled nursing facility) to the community and remaining in the community for 30 days without a subsequent reentry into the health care system or death.^[@zoi180193r32]^ Their findings highlight the need to look beyond patients' initial discharge setting, because 14% of patients initially discharged to the community did not remain there for 30 days.^[@zoi180193r32]^

Initial work has focused on the patient characteristics associated with successful community discharge after inpatient rehabilitation. Cary et al^[@zoi180193r33]^ examined successful community discharge in a cohort of Medicare beneficiaries discharged from inpatient rehabilitation in 2013. Their cohort and definition of successful community discharge differed from those of our study. Their cohort was restricted to those discharged to noninstitutional settings, and success was defined as surviving and having no acute or postacute admission during the 30 days after inpatient rehabilitation discharge. Despite these differences, the findings provide insight regarding the patient characteristics associated with better community discharge outcomes after inpatient rehabilitation. In their cohort, younger age, male sex, social support, fewer comorbid conditions, better functional status at inpatient rehabilitation admission, and less use of hospital services during the prior year were associated with higher odds of successful community discharge.^[@zoi180193r33]^ These findings indicate that sociodemographic and clinical characteristics are associated with successful community discharge, and our findings suggest that room for improvement exists at the facility level.

Our findings provide initial insight into characteristics of facilities performing significantly better and significantly worse than the mean national rate on the successful community discharge quality measure. However, analyses of facility characteristics were limited to bed count, ownership, teaching status, and urban or rural location. Achieving better functional outcomes may contribute to higher community discharge rates, because we observed better motor functional outcomes among higher performing facilities. Other modifiable aspects of care delivery likely promote successful community discharge. Future studies should examine the processes and programs in inpatient rehabilitation facilities with high- vs low-risk standardized rates of successful community discharge.

Another avenue for future research is to better understand regional differences in rates of successful community discharge. Regional differences in community discharge rates have been previously reported among patients with stroke.^[@zoi180193r19]^ That study focused solely on patients with stroke, and the outcome was community as the initial setting, rather than successful community discharge as defined by the inpatient rehabilitation quality metric. Despite these differences, our findings are consistent with those of the prior study, which also reported lower rates in the Northeast and higher rates in the West.^[@zoi180193r19]^ The consistency of these patterns supports the need for future research to understand regional differences in care processes and/or community services and supports.

Broader Implications {#H2-5-ZOI180193}
--------------------

Successful community discharge is a new quality measure mandated by the IMPACT Act of 2014.^[@zoi180193r10]^ The measure is standardized across all postacute care settings, which include inpatient rehabilitation facilities, skilled nursing facilities, long-term care hospitals, and home health care agencies.^[@zoi180193r10]^ A concern with newly implemented quality metrics is the potential for unintended consequences. The characteristics of individuals receiving postacute care will need to be monitored as the community discharge quality metric is implemented to ensure that disparities in access do not emerge. The intended consequence of the new quality measure is to incentivize health care providers to improve processes that influence patients' ability to successfully return to community settings. However, not all patients will be appropriate for discharge to the community. The new measure does not penalize postacute care providers for institutionalizations (eg, long-term care nursing home admissions) occurring after an initial discharge to a community setting. Monitoring rates of institutionalization after discharge to the community will provide insight into whether inappropriate community discharges may be an unintended consequence of the new quality measure.

Another concern with new quality measures is whether the metric, as defined, truly reflects quality of care. Future research is needed to validate the successful community discharge measure as an indicator of high-quality care. The premise of the measure as a quality indicator is twofold. Community discharge is an important outcome for patients and families, and discharge to community settings is associated with lower health care costs than discharge to institutional settings.^[@zoi180193r13]^ For these reasons the successful community discharge measure will be used by CMS to assess quality of postacute care.

Tracking patient-centered quality measures, such as community discharge rates, will be imperative as postacute care reforms are implemented. The Medicare Payment Advisory Commission continues to refine recommendations for a unified postacute care prospective payment system.^[@zoi180193r3]^ Currently, postacute health care providers are reimbursed by Medicare using setting-specific payment systems.^[@zoi180193r3]^ Under a unified payment system, reimbursement for services will be based on patient characteristics and outcomes rather than the postacute care setting.^[@zoi180193r3]^ To fully understand the effects of a unified payment system, variation in patient outcomes within and across postacute care settings will need to be monitored during and after the payment reform.

Successful community discharge rates after postacute care also have implications in the context of episode-based payment models. Episode-based payment models incentivize the accountable entity to improve outcomes and minimize costs throughout the episode of care.^[@zoi180193r34]^ Currently, costs for postacute care services vary across settings,^[@zoi180193r2]^ which may influence decisions on the type of postacute care patients receive under episode-based payment models. Reporting of successful community discharge rates will allow acute health care providers to identify high-quality postacute health care providers to partner with in episode-based payments.

In their June 2018 Report to Congress, the Medicare Payment Advisory Commission highlighted the importance of beneficiaries receiving postacute care from high-quality health care providers.^[@zoi180193r3]^ The premise is that high-quality postacute care leads to better patient outcomes and lower downstream health care spending.^[@zoi180193r3]^ Our findings suggest that opportunities exist for further improving the quality of postacute care. The next step is identifying the aspects of care delivery and community services and supports that facilitate successful community discharge. Continuing to improve the quality of postacute care is critical as we shift to a health care payment system that rewards value.^[@zoi180193r1],[@zoi180193r10]^

Limitations {#H2-6-ZOI180193}
-----------

We used the specifications for the Community Discharge IRF-QRP measure to identify our cohort and calculate risk-standardized rates. These rates are not adjusted for patients' race/ethnicity or Medicaid eligibility, which are social determinants that may have an effect on successful community discharge.^[@zoi180193r32]^ Some of the variation observed may be due to unmeasured confounding. The definition of success does not take into account admission to institutional settings other than acute care hospitals within the 31 days after inpatient rehabilitation. This definition may not align with patient and caregiver perceptions of success; however, our intent was to replicate the quality measure.

Conclusions {#H1-5-ZOI180193}
===========

In this study, risk-standardized rates of successful community discharge ranged from 42.9% to 83.6% across inpatient rehabilitation facilities and from 55.9% to 73.3% across states. The facility and regional variation observed suggests there may be opportunities for improving this important, patient-centered quality measure. Future research is needed to identify the aspects of care delivery and the community services and supports that facilitate successful community discharge. These findings can be used to guide care improvement efforts and further enhance the quality of postacute care while reducing institutional costs.

###### 

**eTable 1.** Hierarchical Logistic Regression Model Estimating Successful Discharge to the Community After Inpatient Rehabilitation

**eTable 2.**Risk-Standardized State Rates of Successful Community Discharge After Inpatient Rehabilitation and Corresponding 95% Confidence Intervals

###### 

Click here for additional data file.
